YEAR Figure 1 . Number ofpatients on inpatient waiting list The general waiting list for inpatient surgery between 1977and 1983was calculated and the number of patients discharged from surgical wards each year was noted.
Since the snu opened in 1979, the number of patients operated upon and the effect of the snu workload on the general waiting lists, as well as the allocation of new outpatients requiring surgery to either inpatient or outpatient treatment, were also noted.
Results
The numbers of surgical inpatient discharges between 1977and 1983are shown in Table 1 .Although 15% of surgical beds were lost in 1980, the workload remained the same, indicating an increase in throughput. The number of patients on the inpatient waiting list has continued to decrease since the snu opened ( Figure 1 ). Table 1 also shows the number of patients operated upon each year in the snu. In Figure 2 this is Introduction Outpatient surgical procedures are now recognized as a safe and acceptable method of treatment for many conditione", The ever-rising costs of inpatient treatment and governmental financial containment programmes which reduce the number of hospital beds tend to increase waiting lists and make the prospect of early traditional treatment of non-urgent conditions an impossibility. We report the effect of an snu upon the waiting lists and throughput of a district general hospital by analysis of new outpatient attendances, outpatient procedures and deaths and discharges of inpatients. A real financial saving is shown.
Summary
The effect of a surgical day unit (SnU) on the waiting lists of a busy district general hospital is reported over a 4-year period. During this time, 18 (15%) of the general surgical beds were closed for financial reasons. A real saving rather than an apparent one is reported due to the work expansion in the snu.
Background
Kingston Hospital is a district general hospital with four general surgical consultants serving a local population of 182000. A 6-bedded snu was opened in 1979 and has been used by surgeons and physicians alike for the last 7 years. Between 2500 and 3500 patients are treated each year in the snu. One year after it opened, 18surgical inpatient beds (15%) were closed due to financial restraints.
When the snu was opened all the patients on the general surgical waiting lists were reassessed as to their suitability for outpatient treatment. A few minor procedures were carried out at a satellite hospital but these represented less than 10% of all outpatient procedures.
Methods
An analysis was made of all patients who required admission between 1980 and 1983 when seen for the first time at the general surgical outpatient clinics. treated as outpatients. In our view the snu concept offers an efficient alternative to reducing throughput or increasing beds without putting patients at extra risk.
There is a growing literature about the costeffectiveness of day unit care both in the United Kingdom't" " and in the United States S • 9 • The data from the USA are interesting, as the health service in that country is based on an item-for-service basis, albeit financed by insurance companies. The United Kingdom reports show that the inpatient facilities are still widely used and the snu has not yet come of age. This means that waiting lists decrease in size but the expenditure is ultimately higher.
To demonstrate the maximum financial benefit of day surgery it is necessary to have bed closures parallel with the establishment of an snu in exactly the manner which occurred at Kingston in 1979. The closure of 15% of the surgical inpatient beds within a year of the snu opening has led to a decrease in waiting lists for inpatient treatment as the workload of the snu increased. A shift of work towards the snu has been shown for at least 33% of all surgical procedures.
More new outpatients are being allocated to snu waiting lists than before. Fewer inpatient beds are available and yet we are providing a quicker and more cost-effective service to the community. The data presented show a real rather than a theoretical saving to the hospital, which has not been shown before.
The economic benefits are not just to the hospital service. They represent a nationwide saving, as millions of working days are lost each year due to sickness, much of which is compounded by long waiting lists for minor surgical procedures. These can now be performed in an snu within a few weeks of initial outpatient consultation.
We conclude that the facts presented show that the snu provides a real solution to the economic restraints facing the surgeon today. There was also a progressive increase in the proportion of new outpatients in general surgery allocated to the snu waiting list (Figure 3) . In 1980, for everyone patient allocated to the waiting list for outpatient surgery, 3 were placed on the list for inpatient procedures. The same ratio in 1983 was almost 3 outpatients to 4 inpatients. Therefore in the first 4 years of the snu there has been a radical change in surgical practice at Kingston Hospital.
Discussion
Almost every hospital in the United Kingdom is facing dual problems of increasing demand and financial restraint. Waiting lists grow due to the expectations of patients seeking treatment and because the age of the general population is increasing to the disease-peak age groups. Like any other business, the Health Service has to conform to certain financial limits which make the compromise of allotting treatment to different groups of patients more difficult for clinicians", There are two ways to deal with this: to cut the cost of each procedure unit or close beds. The same or an increased service can then be achieved by more efficiency in a reduced number of beds. Admission of all patients who require surgical treatment puts an unfair demand on the resources available! and, moreover, a large number of patients would rather be
